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Jnitial Comments

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a rasult of a complaint investigation conducted in
your facility on 5/28/09. This State Licensure
survey was conducted by the authority of NRS
449.150, Powers of the Health Division.

The facility is licensed for eighty-nine {89)
Residential Facility for Group beds for elderly and
disabled persons and sixteen (16) persons with
Alzheimer's disease Category |l residents. Four
resident files were reviewed.

Complaint #219914 was unsubstantiated.
Complaint #21894 was substantiated, See
Tag(s)

The following deficiencies were identified:

449.2742(5) OTC medications & Dietary
Supplements

NAC 4492742

5. An over-the-counter medication or a dietary
supplement may be given to a resident only if the
resident's physician has approved the
administration of the medication or supplement in
writing or the facility is ordered to do so by
another physician. The over-the-counter
medication or dietary supplement must be
administered in accordance with the written
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f deficiencies are cited, an approved plan of comection must be returned within 10 days after receipt of this statement of deficiencies.
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instructions of the physician. The administration Y877
of over-the-counter medication and dietary :
supplements must be included in the record Residents 3 and_ 4 now. h_ave
required pursuant to paragraph (b) of subsection orders from their physicians
1 of NAC 449.2744. for over the counter
medications and dietary
supplements. They are
listed on the MAR’s. Date
completed 6/10/09.
This Regulation is not met as evidenced by: Residents’ medication will
Based on record review and interview on 5/28/09, be reviewed by the
the facility did not obtain physician orders to : ;
administer aver-the-counter {OTC) medications g]e)mdeg t Care tII: nt'ectO(; and
for 2 of 4 residents (Resident #3 and #4) and the to be sure that meds
facility did not include over-the-counter have orders from their
medications on the medication administration physician and are listed on
record for 2 of 4 residents (Resident #3 and #4) . the MAR’s. New residents’
meds will be reviewed by
Severity. 2 Scope: 2 the RCD.
gSS‘L 449.2742(6)(a)(1) Medication / Change order Y 878
NAC 4492742
I 6. Except as otherwise provided in this Y878 .
subsection, a medication prescribed by a Med techs will be re-
physician must be administered as prescribed by educated on the medication
the physician. If a physician orders a change in policy. Wellness
e smnt s modton s o be Coordinior revioving
(a) The caregiver responsible for assisting in the MAR’s ongoing. RCD
administration of the medication shail: reviewing MAR’s on an
(1) Comply with the order, ongoing basis for missing
I meds or change in orders.
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencles.
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This Regulation is not met as evidenced by: Y883
Based on record review and interview on 5/28/09, . .
the facility failed to ensure that 4 of 4 residents Med tef:hs 1r_|-semced on
received medications as prescribed (Resident #1, ?he n9t1ﬁcat10n of ph).rswlam
#2, #3 and #4). if resident refused or if
: . there were missed
;gf:jg;;ﬁ’::‘;&r’feﬁc'enw from the 1/30/09 medications June 3 2009.
v Attachment A
Severity: 2 Scope: 3 Notification letter made for
their use, Attachment B
Y sﬂ 449.2742(7) Medication / Resident Refusal Y 883
§8=
NAC 449.2742
7. If a resident refuses, or otherwise misses, and
administration of medication, a physician must be
notified within 12 hours after the dose is refused
I or missed.
This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure the physician was notified for
missed medications for 4 of 4 residents
{(Resident #1, #2, #3 and #4).
This is a repeat deficiency from the 1/30/09
Annual State Licensure Survey.
Severity: 2 Scope: 3
I If deficlencles are cited, an approved plan of correction must be retumed within 10 days after recelpt of this statement of deficiencles.
STATE FORM oo Q71 If continuation sheet 3 of 3
.!. ‘l-r:l ‘J f
RECEIVED
B0 v
BUREAU GF LCERSUEE AND CRRIEICATN
AT YEGAS, HEVAA




